To assess the effect of subgingival debridement (SGD) in patients with chronic periodontitis.
Specific interventions included in the review
Studies of SGD were eligible for inclusion. Studies were included if they mentioned SGD alone, SGD plus oral hygiene, or SGD plus oral hygiene instructions plus supragingival scaling. The included controlled studies used no treatment or subgingival plaque control (SPC) alone as a control treatment. The duration of the treatments varied considerably, from one session to 8 hours.
Participants included in the review
Studies of otherwise healthy patients with chronic periodontitis were eligible for inclusion if the patients had not received systemic medication or periodontal treatment within the last 6 months. Initially, only patients aged older than 35 years were to be included, but this criterion was abandoned in view of the problems of selecting such patients from studies of mixed-age populations. The included studies were mostly of patients with moderate to advanced periodontitis.
Outcomes assessed in the review
Studies that assessed clinical outcomes for at least two sites were eligible for inclusion. The primary outcome in the review was probing attachment level. The secondary outcomes were changes in pocket depth and bleeding on probing.
How were decisions on the relevance of primary studies made? Two reviewers screened titles and abstracts according to seven specified criteria, and resolved any disagreements on relevance through discussion. Full texts were obtained of studies with titles suggesting the use of any form of supra and subgingival debridement. Two reviewers independently made the final selection of studies from full publications using 17 specified criteria. Agreement for both stages of the study selection process was assessed using the kappa statistic.
Assessment of study quality
The reviewers assessed validity on the basis of adequacy of the method of randomisation, allocation concealment, blinding of the outcome assessors, and completeness of follow-up. The authors did not state how the validity assessment was performed.
Methods of synthesis
How were the studies combined? The studies were grouped into four categories: controlled trials of SGD that presented details about pockets 5mm or more PPD at baseline; studies comparing SGD with control, but with no details about baseline pocket depth; single arms of controlled trials, including split-mouth studies and cohort studies that compared SGD on packets with baseline depth 4 mm or more; studies of SGD, but no information about baseline pocket depth. Information was presented in tabular format. The studies were pooled in a meta-analysis for attachment gain and pocket depth reduction, using a fixed-effect method weighted according to the standard error.
Weighted means were calculated for three groups of studies: controlled studies comparing SGD with SPC or no treatment; longitudinal studies comparing change in CAL and PPD from baseline; and studies with a SGD treatment group only and no information on baseline pocket depth.
How were differences between studies investigated?
Differences between the studies were discussed with respect to duration of treatment, variation in pocket depth and severity of periodontal disease.
Results of the review
Twenty-six papers were included. These reported 10 non-randomised controlled studies that compared SGD with SPC or no treatment (777 patients), and 18 longitudinal studies without a control group.
Only two reports described the method of randomisation and none of the reports gave details of allocation concealment. More than 50% of the studies reported the number of patients at baseline and follow-up, but only 8 studies analysed data taking drop-outs into consideration. The studies did not always describe the method or instruments used for SGD.
No RCTs that assessed the effect of SGD on clinical outcomes were identified.
Four of the 10 non-randomised controlled studies assessing clinical outcomes showed that SGD was more effective than the control. One study (that did not include instruction in oral hygiene) showed that SGD was less effective than control. One study showed no effect of SGD. The results from the remaining studies were unclear. The pooled data from 4 studies (mentioned in two reports) found the weighted mean attachment gain for pockets 5 mm or more at baseline was 0.64 mm with SGD, compared with 0.37 mm for SPC alone. SGD reduced pocket depth by 1.18 mm compared with 0.59 for SPC alone.
Longitudinal studies with no control group: 8 of the 18 studies showed that SGD improved CAL compared with baseline; the pooled data from 6 studies showed the weighted mean gain was 0.74 mm for pockets 4 mm or more at baseline. Twelve of the 18 studies showed that SGD improved PPD; the other studies did not present adequate data for analysis.
Studies with a SGD treatment group only and no information on baseline pocket depth: the pooled data from 2 studies showed that SGD improved CAL by 0.22 mm compared with baseline.
